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September 12, 2001
Our reference: SPA-AR-01-23

Mr. Ray Hanley, Director

Division of Medical Services

Arkansas Department of Human Services
Post Office Box 1437, Slot 1103

Little Rock, Arkansas 72203-1437

Dear Mr. Hanley:

We have reviewed the proposed amendment to your Medicaid State plan submitted under transmittal
no. (TN) 01-23. This amendment revises the plan language effective for services on or after
September 17, 2001; to revise the customary charge limits for nursing facility reimbursement. Each
nursing facility's Medicaid reimbursement is limited to 125% of the weighted average of rates of other
payers.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(13)(A) and 1902(a)(30) of the Social Security Act and the regulations at 42 CFR 447 Subpart
C. Based on the information you submitted we have approved the amendment for incorporation into
the official Arkansas State plan effective September 17, 2001. We have enclosed a copy of HCFA-
179, TN 01-23, dated September 12, 2001, and the amended plan page. If you have any questions,
please call Billy Bob Farrell at (214) 767-6449.

Sincerely,
Calvin G. Cline
Associate Regional Administrator

Division of Medicaid and State Operations

cC: Elliot Weisman, CMSO, PCPG
Commerce Clearing House
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Chapter 2 - Payment Method

Federal law requires that states use published payment methodologies and justifications
which specify comprehensively the methods and standards for making Medicaid provider
payments to long term care facilities.
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Assurance of Payment

Certified Title XIX Long Term Care Facilities furnishing services in accordance
with all state and federal Medicaid laws and rules will be paid in accordance with
rates established under the state Medicaid plan.

Acceptance of Payvment

Participation in the Title XIX Program is limited to those Facilities which agree to
accept the Medicaid payment as payment in full for all care services provided to
Medicaid recipients.

Rate Limitations Based on Medicaid Rates

The purpose of this provision is to assure that the Medicaid program is not
charged unfairly high rates as compared to other payers. To that end, Medicaid
reimbursement is limited by the weighted average per diem rates charged to
other payers. Specifically if a long-term care facility charges other long-term
care payers less than 80% of the Medicaid rate for long-term care services,
(except for those public facilities rendering long-term care services free of
charge or at a nominal charge) then the weighted average Medicaid
reimbursement will be reduced to no more than 125% of the facility’s weighted
average reimbursement. For purposes of applying this rule: (1) Weighted
average per diem rates for other payers will be compared to the weighted
average Medicaid per diem rates by fiscal year; (2) The 60 consecutive days
after a Medicaid rate increase shall not be considered; and (3) No facility shall be
required to make a retroactive rate adjustment.

Facility Class

The Department has established the following specific payment methods:
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